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Direct patient access to grounds is feature at new wing of Allan Memorial Institute of Psychiatry 


THE OPEN HOSPITAL 
D. Ewen Cameron, M.D. 
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The new T-shaped Allan Wing of the Allan 
Memorial Institute of Psychiatry, one of the major 
units of Montreal’s Royal Victoria Hospital, is 
designed on the principle that hospitalized psychiat- 
ric patients are primarily treated in their doctor's 
office, in O. T. shops and the like, rather than in 
bed, as are most medical and surgical patients. 
Thus the living accommodations were planned and 
furnished after the fashion of hotel rooms. Most of 
the bedrooms are for one patient, and the largest 
will accommodate only four. 

Doors open directly from the living area onto 
the private grounds of the Institute. There are 
libraries on each floor, and telephones for patients’ 
use; radio and television can be enjoyed in the large 
living rooms. On the ground floor, adjoining the 
modern central kitchen, is a coffee bar where pa- 
tients and staff can get snacks during the day. The 
beauty parlor is operated by a Montreal company. 

To economize on nursing time, the nursing office 
on each floor’and its attendant suite of supply and 
preparation rooms, together with rooms for medical 
students to work on case records, are centrally con- 
gregated. The nurses’ offices are connected by an 
electrical communication system with the treatment 
rooms; they also are equipped with special appara- 
tus enabling physicians on their rounds to dictate 
observations and orders, for inclusion in the pa- 
tient’s permanent record, directly to a central sec- 
retarial office for transcription. 

The corridors containing doctors’ offices lead 
directly off the floors on which the patients live, so 
that the latter can easily walk across for appoint- 
ments. Some treatment areas contain one-way 
screens so that treatment procedures can be demon- 
strated to psychiatrists in training. Others are wired 
for a closed circuit television system, which extends 
to the large teaching rooms on the ground floor, to 
permit the development of modern teaching meth- 
ods which will enable larger groups of doctors and 
nurses to be instructed in new techniques. 

On the lowest floor is the large teaching area, 
contiguous with the occupational therapy rooms. 
By a system of folding doors a large room holding 
up to 200 people can be provided for lectures, 
movies, television and other kinds of gatherings. 
When the doors are closed the area provides semi- 
nar rooms for small group teaching. 

All patients are admitted on a voluntary basis, 
as they are to other departments of the Royal Vic- 
toria Hospital. Knowing they have this freedom to 
stay or go, they seem to feel an obligation to act 
with more sense of responsibility than they would 
in a locked hospital. The Allan Memorial Institute 
of Psychiatry has built up a personnel force who 
are exceptionally well trained and experienced in 
the management of human behavior. Thus the care 
of the patient has accordingly been raised to a 
high level. 
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To lock doors, bar windows, strip 
furnishings and otherwise deprive the 
sick of their dignity and status as 
persons is, save for the very few, utter- 
ly unnecessary. Yet this is still the 
experience and fate of an exceptional- 
ly large number of hospitalized psy- 
chiatric patients. How can we expect, 
therefore, that sick people will come 
willingly to our hospitals, or that our 
colleagues in other fields of medicine 
will welcome us as equal partners? 

There is, however, a demand, grow- 
ing more peremptory with the passing 
years for the opening and unlocking 
of wards and hospitals. For decades, 
pioneering administrators have re- 
ported the advantages attendant upon 
opening wards, and had they received 
enough public support in their pleas 
for well trained personnel, the trend 
towards open hospitals and wards 
would have gone considerably further 
than it has. 

Additional pressures, however, are 
being exerted today. Men working 
in the psychiatric divisions of general 
hospitals are learning that it is impos- 
sible to get patients to readily accept 
transfer from an ordinary surgical or 
medical ward to a locked and barred 
psychiatric division. Moreover, our in- 
creased knowledge about the psy- 
chological factors in gastro-intestinal, 
cardiovascular and other conditions 
points up the manifest absurdity of 
locking up a man because he has 
asthma or a gastric ulcer! Today, then, 
both progressive psychiatrists and the 
public itself are urging the opening 
of more and more sections of psy- 
chiatric hospitals and units. 

Moreover we have today more ef- 
fective means of controlling deviant 
behavior than were available some 
30 years ago—sedatives, electro-shock 
therapy, sleep treatment, psychothera- 
peutic procedures and many new 
drugs. 


THE OPEN HOSPITAL 


By D. EWEN CAMERON, M.D. 


Montreal, Canada 


There is considerable improvement, 
too, in the level of training offered 
to psychiatric personnel; especially im- 
portant in this context is the greater 
number of nurses and attendant@who 
receive training in dynamics and the 
general management of human be- 
havior. 


Range of Patients 

Where a psychiatric ward in a gen- 
eral hospital, or a psychiatric hospital 
as a separate facility or as a structural 
part of a general hospital is open, and 
where the staff have acquired experi- 
ence in its operation, what range of 
patients can be admitted? The an- 
swer, very simply, is all kinds of pa- 
tients—those with acute schizophrenic 
disturbances and manic states, addic- 
tive cases and psychopathic indi- 
viduals, and even those potentially 
violent—can be admitted and cared for 
by an experienced and resourceful 
staff on an open ward or in an open 
hospital. Court referral cases ordi- 
narily cannot be so located, but the 
reasons lie more in the legal ma- 
chinery than in the behavior of the 
patients. Probably if the court did 
not insist upon maximum security 
measures, a majority even of patients 
thus committed could be maintained 
in an open hospital. 

Let me at this point emphasize that 
some administrators will open their 
wards in part but will maintain some- 
where a locked section. They half- 
trust their own abilities, but not al- 
together. The public mistrusts such 
a situation completely. It feels, and 
particularly potential patients very 
reasonably feel, that they can never 
tell_ when, if their problems become 
particularly difficult, they may be 
whisked from the open section to be- 
hind locked doors, and there left to 
deal with their difficulties as best they 
may. No psychiatric hospital can pros- 


Director, Allan Memorial Institute of Psychiatry 


per half-locked and half-open. The 
public will inevitably respond to it 
in terms of its worst sections. 

It is clear, however, that if we are 
to provide that great tide of distressed 
and distressing humanity which seeks 
care in our psychiatric hospitals with 
the best possible treatment, then we 
must provide them at the same time 
with the close attention and support 
and security which they all require 
during the days and weeks when they 
are disturbed and their own judgment 
will not suffice. Hence the open psy- 
chiatric hospital must be far more 
carefully planned and organized than 
is the hospital which places its major 
reliance upon unbreakable glass and 
barred windows and locked doors. If 
we are to give up bars and locks and 
stripped rooms then we must provide 
other safeguards. We must search 
deeply and carefully into the prin- 
ciples which will permit us to venture 
progressively into this area. 

Basic Principles 

What are the basic principles upon 
which such a structure should be 
organized? The first is, of course, that 
all admissions must be voluntary. 
Here we must be honest with our- 
selves and with the patient when we 
say voluntary. It is at best a kind of 
double talk when we have a person 
sign a form that he is coming in on 
a voluntary basis, but that he may not 
leave until 7 days after he has given 
notice. The hospital administration, 
the patient and the relatives should 
all be prepared for the possibility that 
the patient may decide to leave some 
afternoon and all three parties should 
accept the fact that he may do so. 
Common sense provides enough sanc- 
tion to see to it that a deeply confused 
person or an acutely suicidal person 
is not allowed to leave the hospital 
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for the few hours ordinarily necessary 
to bring his relatives to take him 
home, or to persuade him to stay. It 
is most desirable that if the patient 
is to be committed (and there is 
certainly a residuum which can be 
managed in no other way), this com- 
mitment should not be carried out 
in the hospital which he entered 
as a voluntary patient. Again let me 
emphasize the great undesirability of 
having a closed section for committed 
patients in the same hospital as an 
open section. There seems to be no 
good reason why, for the small and 
decreasing number of patients who 
cannot be managed without com- 
mitment, one particular hospital in a 
state or provincial service could not 
be designated for this purpose. 

The anxieties of some administra- 
tors about admitting voluntary pa- 
tients could be greatly diminished il 
they would reflect that those very 
patients whom they fear admitting on 
a voluntary basis have been on their 
waiting lists for weeks or months, 
.have remained in their homes, walked 
the streets, gone to the movies, eaten 
in restaurants, and in general carried 
on many, if not all, of the usual activi- 
ties of a free citizen. 


Power of Group Anticipation 


The second principle which guides 
the operation of the open hospital is 
that of the power exercised by group 
anticipation. This important phe- 
nomenon has been increasingly clearly 
defined by sociologists and industrial 
psychologists. It may be stated very 
briefly that any group or society exer- 


Strategic Point 


This nurses’ station has large, unpro- 
tected glass windows, which have 
never been broken. Many-sided visi- 
bility makes the nurses’ task easier. 


Occupational Therapy Shop 


In keeping with the author’s concept of “group anticipation,’ 


no great effort 


is made to guard the tools. Thus, Dr. Cameron believes, staff show that they 
expect the patient to behave responsibly, and this expectation is usually ful- 


filled. 


cises a controlling influence upon its 
members based upon the expectations 
of that society and that group. In 
other words, the individual tends to 
conform to the behavior of his group, 
whether in matters of industrial out- 
put, or in conformity of dress, gesture, 
or of belief. Hence, if we provide a 
room for a patient which contains a 
bed clamped to the floor, recessed 
lights, screened windows and a locked 
door, we show in every preparation 
that we expect the worst. Hence we 
turn against ourselves all the strength 
of this powerful force of anticipation. 
If on the other hand, we put drapes 
on all windows and otherwise furnish 
all sections of the hospital as much 
like his own home as we can, if we 
leave on display things which clearly 
can be broken and destroyed, we 
show just as certainly our anticipation 
that the patient will behave respon- 
sibly. In our own experience, at Allan 
Memorial Institute, this is what hap- 
pens. If people are to recover they 
must be located in settings in which 
reality is so arranged as to beckon and 
entice the individual towards full and 
mature living, and not confined in 
some stripped-down stone and steel 


box where the only escape is flight into 
his fantasy life. 

The third principle is that of group 
integration. It is of the utmost im- 
portance that a new patient should be 
integrated as rapidly as possible into 
his unit or floor group, and that the 
number of patients on a floor should 
be sufficiently small, normally about 
20, so that one group can contain 
them all. To achieve this group in- 
tegration the incoming patient should 
be introduced by the head nurse and 
there should be daily patient meetings 
to discuss all manner of topics, includ- 
ing the events of the day, the meaning 
of treatments and the anticipations of 
the group with respect to recovery. 


Deviant Behavior an Emergency 


A fourth principle is that the medi- 
cal and nursing staff should respond 
to all deviant behavior as an emer- 
gency. Our colleagues in surgery have 
now well accustomed themselves to 
the idea that some things will not wait, 
that a hardening abdomen and a 
rapidly rising temperature is some- 
thing which must be dealt with in 
hours. In internal medicine, our col- 


¢ 2 4 
4 4 dia 
— | wit 
. 
are 
cu: 
an 
ha 
th 
an 
ha 
th 
ne 
a 
| = 
| 
+i j 
= 
as 
sp 
th 
4 


t effort 
at they 
lly ful- 


ht into 


group 
St im- 
be 
le into 
rat the 
should 
about 
ontain 
up in- 
should 
‘se and 
eetings 
includ- 
eaning 
ions of 
ery. 


ency 
> medi- 
espond 
emer- 
have 
Ives to 
wait, 
and a 
some- 
in 
ur col- 


leagues are sharply aware of the fact 
that acute pulmonary edema and car- 
diac collapse are matters of minutes, 
and in anaesthesia, respiratory difficul- 
ties call for action in even shorter 
time. But in our field it has been cus- 
tomary to wait not simply hours but 
days and sometimes even weeks to deal 
with serious disturbances in behavior— 
emerging paranoid trends, acute 
swings of mood and impulsiveness. If, 
however, our medical and nursing 
staff are trained to react to certain 
situations on an emergency basis or 
better still, if an emergency team is 
set up which can be summoned within 
a very few minutes, the deviant be- 
havior—the appearance of suicidal 
ruminations as well as suicidal threats 
and attempts, the occurrence of over- 
activity or impulsiveness—can be 
brought under control immediately. 
Behavioral trends which are not al- 
lowed to set over hours and days 
are usually quite readily dealt with 
by psychotherapy, by group dis- 
cussion, narcoanalysis, electric shock 
and many other of the modern meth- 
ods available to us. If, on the other 
hand, misbehavior is not dealt with on 
the spot, then it becomes established 
and much harder to modify—and we 
have an excellent illustration of this in 
the difference in the outcome of war 
neuroses treated on the spot as con- 


trasted with similar conditions treated 
weeks after the event. Moreover, per- 
sistent deviant behavior also results in 
contamination of other patients, and 
hence the whole group may readily 
become upset and disturbed by some- 
thing which could have been brought 
under control within a few minutes if 
it had been seen as an emergency 
phenomenon. 


Importance Of Staff Education 


The fifth and last principle is that 
all members of the staff, doctors, 
nurses, attendants and ward-aides, 
should be carefully and fully trained 
in the fundamentals of individual and 
group dynamics. There is nothing 
more important to the running of an 
open hospital than that everybody 
working therein should be fully aware 
of the significance not only of the pa- 
tient’s behavior, but of the meaning 
of his own behavior for the patient. 

The unlocking of the hospital is 
important from the point of view of 
the welfare of the patient and his ul- 
timate recovery, serving as it does to 
bring patients earlier into treatment; 
it is also important in our attempts to 
shift public opinion about mental ill- 
ness, and of maximum importance 
with respect to its effects upon the 
staff. As long as the staff are in the 


The Recreation Room 


This pleasant recreation room in the day hospital is used for games as well 
as informal conversation. The pleasant paper panelling gives a feeling of 
Space and restfulness. Staff members posed for this, as for all the pictures in 


this series. 


A Patient’s Room 


Large wall mirrors are used in pa- 
tients’ rooms—the idea was borrowed 
from a modern hotel room. 


position that they can push their prob- 
lem into a room, lock it up and go 
away and leave it, very little headway 
will be made in advancing our knowl- 
edge of the management of disturbed 
human behavior. As soon as we put 
the staff in the position that they must 
solve the problem, then it is extraordi- 
nary how quickly solutions can be 
found and with what interest and 
zest the staff apply themselves to this 
fundamentally important aspect of 
their duties, that of finding solutions 
for urgent human difficulties. 

In conclusion, I should like to re- 
turn to the primary premise,, namely, 
that the opening of our psychiatric 
hospitals and psychiatric divisions of 
general hospitals is one of the most 
important challenges which lies before 
us. There is no doubt that psychiatrists 
create many of the problems which 
confront them in their hospitalized 
patients and that some serious and 
difficult aberrations of behavior would 
disappear virtually overnight, if the 
hospital were to be opened. It is im- 
possible to escape the conviction that, 
as in too many aspects of medicine, 
we are still being governed by the mo- 
mentum of past thinking, and that we 
have not attempted to put into opera- 
tion the great wealth of modern 
knowledge available to us concern- 
ing the management of human be- 
havior. 
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Personal Clothing Program 
Ends “Institutional” Look 


By PAUL WEITZ, M.D. 
Chief, Professional Services 
Lyons (N.J.) VA Hospital 

In 1948 the management at Lyons 
set a goal of dressing all patients, ex- 
cept those who were bedridden or 
acutely disturbed, in personally 
owned clothing. This decision was in 
line with our thinking that the closer 
our hospital life approached that of 
an average community, the greater its 
rehabilitation potentialities. Certainly 
the pre-1948 scene bore little resem- 
blance to community life, clothing- 
wise: ambulatory patients wore “con- 
valescent suits”, twill trousers and 
jacket outfits. The sole variety they 
offered was a choice of blue or green; 
individuality was achieved in the 
number of buttons missing after re- 
peated laundering, and in the degree 
of carelessness with which the suits 
were worn. Personally owned clothing 
was taken out of storage only for visit- 
ing days or other special occasions. 

The shortage of nursing service 
personnel which had brought about 
the adoption of the convalescent suits 
during World War II, as an adminis- 
trative expedient, had eased sufhi- 
ciently by 1948 to allow us to think in 
terms of a less “efficient” clothing sys- 
tem. It was obvious that the first place 
to start our program was with the 
patients who had money to buy their 
own clothing. Most of these patients, 
who comprise about 85° of the pa- 
tient population, were service-con- 
nected disability cases and received 
monthly compensation checks. Thus, 
all but a relatively small proportion 
of patients were financially able to 
be dressed as they would be in their 
own communities. 

With the purchase of a sufficient 
supply of clothing, a clothing room 
was established on the privileged ward 
building, and a directive was issued 
that no privileged patients would be 
allowed on the grounds unless prop- 
erly dressed. The wearing of caps, 
with their institutional connotation, 
was abolished, also. The new, individ- 
ual clothing was an immediate success. 
Not only did it encourage a neatness 
in dress that before had been con- 
spicuously lacking, but had other 
beneficial effects. These men began to 


attend more activities where their new 
clothes could be worn to advantage. 
For industrial therapy and other 


undertakings that might damage 
clothing, the hospital continued to 
furnish protective garments. 

The next step was to institute the 
personal clothing plan on all other 
ambulatory wards. The results were 
similarly good. 

The problem of clothing infirm and 
acutely disturbed patients was solved 
with the purchase of denim trousers 
having elasticized waistbands, and 
sport shirts, both of which are avail- 
able in a variety of colors and _pat- 
terns. On a contract basis, each such 
outfit cost just a little over $5.00, con- 
siderably less than the uniform-like 
convalescent suits. 

While the great majority of our pa- 
tients could wear regular civilian 
shoes, special consideration had to be 
given to the few destructive patients. 
They were fitted with “Congressional 
Gaiters”, a type of footwear which has 
been used for many years in mental 
hospitals. This shoe has a firm sole, 
a good arch, and is personally fitted. 
At first there was some difficulty in 
getting the “Gaiters” on over the pa- 
tient’s heel, but with a little practice 
the ward personnel quickly learned to 
handle them easily. This feature did, 
in fact, prove to be an advantage, as 
it prevented the patient from remov- 
ing the shoes too readily. 

Although these steps have brought 
about a singular improvement in the 
personal appearance of the great ma- 
jority of our patients, the problem of 
clothing indigent patients has not 
been entirely solved. These patients, 
making up about 15 per cent of the 
hospital population, are currently 
furnished a gray serge suit for “dress 
up”, khaki trousers and blue or white 
shirts for everyday wear. The VA 
Central Office is giving considerable 
thought to improving the clothing 
situation of these patients. When 
practical means are found to provide 
the desired variety in government- 
issue clothing, then we shall have 
realized our goal of having, insofar 
as is feasible, all patients clothed by 
community standards of dress. This 
goal, we feel, is an integral part of 
treatment of hospitalized psychiatric 
patients, for it actuates their own self- 
respect and encourages ward person- 
nel to aid them in their rehabilitation. 
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ARCHITECTURAL STUDY 


Trends in Planning & Programming Abroad 


The Consultants to the Architec- 
tural Study Project thought it was ad- 
visable, in relation to the activities of 
this project, to observe trends in the 
planning and programming of psy- 
chiatric facilities abroad. It was ac- 
cordingly decided that the architect 
member of the project staff should 
make a tour of mental hospitals in 
Europe and Asia. Hospitals in eleven 
different countries were visited. 

Extra time was spent in England 
because the World Health Organiza- 
tion had requested a report of the 
methods employed by the Nuffield 
Foundation, Oxford, England, in its 
studies of hospital function and de- 
sign. This provided an opportunity 
for our Study Group to examine 
methods used by other groups in the 
same field. The Nuffield Foundation 
methods are new and differ consid- 
erably from those employed by the 
U. S. Public Health Service, the other 
most prominent organization engaged 
in the study of hospital functions. 
This will enable us to compare these 
two methods before extending our 
own project studies. 

For the most part, visits were con- 
fined to psychiatric hospitals in Ha- 
waii, Japan, the Philippines, Thai- 
land, India, Italy, Switzerland, Eng- 
land, Holland, Denmark and Sweden, 
but some other facilities were included 
wherever possible, especially general 
hospitals, health centers and tubercu- 
losis hospitals. In countries where the 
care of old people seemed especially 
good, visits were made to geriatic in- 
stallations other than mental hospitals 
to study the integration of such extra 
facilities into the total health pro- 
gram. In all countries visited, new 
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and oid facilities were observed and, 
where possible, programs and plans 
of new construction were studied. 
Most impressive to an American ob- 
server is the amount of freedom en- 
joyed by patients in countries as far 
apart as Holland, Japan and England, 
as well as the amount of meaningful 
work accomplished by patients. This 
is said to result directly from contacts 
with methods developed in Germany. 
Since so many practices found in men- 
tal hospitals are said to have derived 
solely from the culture of the partic- 
ular country, an historical analysis of 
the nature and value of such interna- 
tional contacts would be interesting. 


Influences in Japan 


In Japan, I was told, restraint had 
been used until quite recently, but 
today, while a few single rooms for 
special treatment or for seclusion are 
provided in some Japanese hospitals, 
the number is surprisingly small. By 
far the largest number of patients, 
it seemed, were well behaved and only 
a few appeared overly active. Dr. Ha- 
yashi, Medical Director of Matsuzawa 
Mental Hospital, told me that by 1924, 
restraints had been abolished in all 
Japanese hospitals. In 1901, Professor 
Doctor Shuzo Kure went to Germany, 
returning to Japan in 1906, becoming 
the second medical superintendent of 
Matsuzawa. He then abolished all 
restraints in this hospital, in spite 
of meeting with the difficulties famil- 
iar to us in this country. It is said 
that he had to gather the restraint 
devices personally and burn them 
himself. The institution, however, be- 
came an increasingly open hospital 


and the influence spread throughout 
the country. 

Whereas in North America our 
tradition is that of a masonry build- 
ing, bearing wall construction and 
small windows, the traditional build- 
ing material in Japan is wood. The 
Japanese have developed a post and 
lintel type of construction using a 
wide opening and a wide overhang. 
Most Japanese hospitals are of one- 
story construction, well-oriented to 
the desirable sunlight. These hospitals 
are designed for easy patient access 
both to enclosed outdoor courtyards 
and to other outdoor areas. The pa- 
tients work in the hospital gardens, 
shops and other departments. 

The influence of certain German 
doctors during this era was at least 
in part responsible for the attitude 
toward patient care and consequently, 
hospital design in Japan. Today Japan 
seems. to be influenced strongly by 
North American methods. Plans for 
a new receiving and intensive treat- 
ment building at an older hospital, 
for instance, provide for a 4-story 
building. 


Freedom and Responsibility in 
Holland 

In the Netherlands, I was told, 
treatment philosophies have been 
greatly influenced by Dr. Hermann 
Simon, of Guetersloh, Germany, who, 
during the 1920’s published a paper 
on what he called “activity therapy.’”* 
He held that one way to re-educate 
the patient was to avoid inactivity by 
giving him meaningful work. His 
(See MENTAL HOSPITALS, April 1953, 


Vol. 4, No. 4 for fuller description of Simon's 
treatment program.) 
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ideas were adopted by Dr. W. M. Van 
der Scheer at the mental hospital at 
Santpoort, sometime before 1930, and 
Professor Doctor Gerard Kraus, who 
followed him as medical director from 
1931 to 1950, carried the work still 
further. 

Today patients are given much re- 
sponsibility towards themselves, to- 
wards the institution and towards 
other patients. Even those who can- 
not do good work themselves and 
need the help of other patients are 
required to work for scheduled hours. 
I was told that under this system the 
staff found that more work caused 
less need for sedation, that patients 
were quieter and got well more 
quickly. These trends, of course, have 
strongly influenced and simplified the 
design of mental hospitals. The large 
amount of freedom, as well as the 
discipline and responsibilities given 
to patients, have tended to decrease 
the need for detention devices until, 
in a lew instances, no special detention 


rooms having window guards are re- 
quired. 

Certainly the new buildings I saw 
in Holland were among the finest 
examples of mental hospital architec- 
ture | have ever seen and seemed to 
reflect the increased activity and great- 
er freedom inherent in their treat- 
ment programs. Large areas of glass 
were used without bars or detention 
screens; the rooms had _ attractive 
drapes, flowers, pictures on the walls, 
rugs, good furniture and pleasant 
color schemes. Regular utensils were 
used throughout the hospitals and the 
atmosphere was universally pleasant. 
Patients’ rooms opened directly to 
outdoor areas, generally enclosed, but 
sometimes wide open. Most patients 
leave the building in which they are 
housed and go, at regular hours, to 
other buildings to do their work. 

In the receiving buildings where 
patients are not yet well-known to the 
staff, more work is done within the 
building itself. New receiving build- 


Territorial Hospital, Honolulu 
This new receiving building is 
arranged so that patients can en- 
ter their nursing units from out- 
door areas arranged in courtyards. 
Dining rooms are especially pleas- 
ant; there are large occupational 
therapy areas and a recreation 
hall also used as a theater. 
LEFT: Inside a nursing unit 
showing large windows. 
BELOW: Main entrance to hos- 
pital. 


ings provide a large amount of space 
for daytime activity and these rooms, 
rather than the bedroom areas wliere 
patients spend little of their time, are 
oriented towards the pleasantest view, 
the sunshine and desirable breezes. 


English Operations Similar 

In England a large percentage of 
patients live in open dormitories, tak. 
ing care of the building themselves, 
and doing other useful work on the 
hospital grounds. 

At Warlingham Park, Croydon, Sur- 
rey, for instance, there are approxi- 
mately 1020 beds, only 80 of which are 
in locked buildings. Patients are en- 
gaged in all sorts of activities, both 
in the buildings and on the hospital 
grounds. When I asked the staffs of 
the different nursing units how they 
were able to care for so many patients 
with such a small number of person- 
nel, I was told it was because of this 
“open door’ policy. Patients are per- 
mitted to go frequently to the recrea- 
tion building for a cup of tea and a 
snack, and mingle with other patients 
as freely as they would with neighbors 
in any small community. 

About 10 miles from the main men- 
tal hospital was a residence where 
30 women and 15 men over 60 years 
old lived and cared for the building 
themselves. There were only three 
hospital employees at this building— 
a maid, a cook, and a gardener. The 
patients did the rest of the work. 

Again, some distance from the main 
buildings was a small open cottage 
for 10 men and 10 women. They were 
voluntary patients. A nurse came on 
duty at 8 in the morning and left at 
8 p.m. Patients were held responsible 
for the care of the building. The same 
hospital operates a community center 
in the downtown area of Croydon. 

In the hospital buildings living 
rooms, bedrooms and dormitories are 
nicely equipped with good furniture, 
flowers, pictures, drapes and so on. 
Dr. T. P. Rees, the Director, told me 
that he had been greatly influenced 
by the work in the Netherlands, and 
that while he had not been there 
himself, he had carefully studied the 
reports of other English doctors whe 
had visited the hospitals in Holland. 
In many cases it seems that those who 
have adopted the patterns of open 
hospitals and meaningful work have 
gone further than the original con- 
cept on which their work is based. 
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Early Designs in India 
in India, all the mental hospitals I 
saw had adopted the small building 
as a unit of the hospital design, includ- 
ing an old mental hospital built by the 
British about 80 years ago. The pat- 
tern here was for small buildings with 
single rooms and attractive courtyards. 
The courtyards were enclosed by other 
buildings, and all were nicely planted, 
affording pleasant and restful out- 
door areas. The small 30-bed unit in 
Calcutta, for instance, today used as 
an observation hospital, was built as 
the “European Lunatic Asylum” and 
this too reflects the tradition of the 
era that buildings should be small 
with ready access from patient areas 
to out-of-doors. Newer construction, 
such as the Mysore Mental Hospital, 
Bangalore, illustrated on page 16, is 
designed on the same principle. It 
would be interesting to trace the in- 
fluences responsible for the early de- 
signs. We know there have been iso- 
lated yet simultaneous movements 
toward these trends of freedom and 
responsibility, but they have rarely 
survived changes in administration. 
In Denmark, Sweden and Switzer- 
land I found open hospitals with pa- 
tients engaged in useful and meaning- 
ful work. While I could not trace 
any direct contacts between Danish 
planners and those in Holland or 
Germany, it is apparent that the 
greater freedom for patients in Europe 
and the Orient is no isolated move- 
ment. If influences between country 
and country could be documented, 
the results might have wide influence 
on planning in this country. Pinel of 
France, Connolly of England and Galt 
of Virginia are historic examples of 
doctors who have been successful in 
eliminating restraints and providing 
more open atmospheres with health- 
ful, useful activities. Too often, how- 
ever, these practices die with the man 
responsible for their introduction. 
Few things seem to be of greater 
importance in the study of hospital 
function, methods and practices than 
the influence of these concepts of great- 
er freedom and more responsibility. 
It is to be hoped that qualified per- 
sons may be sufficiently interested to 
make a study of these trends to deter- 
mine more exactly the extent to which 
they have been developed by contacts 
between country and country and how 
much by native culture. 


A Kinkoin Mental Hospital, 
Yokohama. 


Outside activities are brought into 
the hospital as much as possible, 
and visitors encouraged. This 
male patient reflects his outside 
life by serving tea to his visitor. 


Shikiba Mental Hospital, Kono- 
dai Ichikawa, nr. Tokyo. > 


Corner of a large, simple room, 
which, following Japanese cus- 
tom, is converted to a sleeping 
apartment at night. Bed clothes 
are concealed in closets. Japanese 
architecture permits more elab- 
orate structural motifs—for in- 
stance, movable panels to divide 
a large room—but these are sel- 
dom found in mental hospitals. 


A Newer Trend Appears > 


Because of fire and earthquake 
hazard, newer hospitals are of 
masonry rather than wood, chang- 
ing the character of the architec- 
ture. But this interior maintains 
the custom of great window areas 
and at the end of each corridor 
is the traditional light-weight 
moveable partition for division 
of a large area. 
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A St. Maria della Pieta, Rome. 
This hospital, standing in well-landscaped grounds, has 
attractive outdoor areas to the rear where patients 
spend much of their time. Doctors’ offices, examination 
rooms, nurses’ stations and other facilities are being 
brought up to date. 


Vv St. Hans Hospital, Roskilde, Denmark. 
This new hospital, entirely open, has recently been 
built for voluntary patients classified as neurotic. 
Patients may stay as long as three months. Good 
furniture, drapes and pleasing color schemes make the 
interior as pleasant as the exterior. 
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A Ullerakers sjukhus, Uppsala, Sweden 


An older building being remodelled for older patients. 
Thirty elderly patients live on the open ground floor. 
The 6-bed rooms (see a corner, inset) are well furnished 
and there is ample provision for living room areas for 
activities and for leisure. This hospital offered really 
excellent care for elderly patients. 


Vv Friedmatt Hospital, Basle, Switzerland 
This hospital consists of groups of small buildings, with 
many patients living in open cottages. The occupa- 
tional therapy program is very highly developed. The 
picture shows a courtyard opening off the building for 
disturbed patients. Patients on the veranda are seated 
at small tables engaged in various work projects. 
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A Shenley Hospital, St. Albans, England. 

A new 2,000 bed hospital built on the “villa” system— 
groups of small cottages along attractive streets so that 
one cannot see the total hospital. Many cottages are 
open and the patients are responsible for their care. 
The hospital is in three divisions—two female and one 
male, and admissions are during alternate weeks. Each 
division has a separate staff under the direction of a 
chief physician, its own admission unit, acute and 
chronic wards, infirmary and open units. Each one 
operates at least two outpatient clinics weekly. 


A Maudsley Hospital, London, England 
A corner of a living room for disturbed women patients. 
All buildings at this hospital are two-story and have 
immediate access from living room areas to outdoors. 
Recreation & occupation programs are excellent. 


VY Warlingham Park Hospital, Croydon, England. 
This handsome residence about 10 miles from the main 
hospital was bought to house older men and women 
patients, who are responsible for the care of the build- 
ing. The only hospital employees are a maid, a cook 
and a gardener. 
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A Observation (Receiving) Building, Wolfheze, Holland 


A detail of a corner of the observation or receiving building, with patient rooms opening onto attractive 
garden areas and verandas. The interior to the left shows an observation ward, notable for the amount of 
unprotected window space, drapes, radio and generally pleasant atmosphere. Again the emphasis of the 
treatment program is upon varied activities, including useful work, and patients spend as much time 
outdoors in the well-landscaped grounds as weather and other considerations permit. 


VY Hospital & Training School, Noordwijk-Binnen, Holland 


LEFT: The living room for low grade patients. The roof is glass, above which are venetian blinds to 
regulate the amount of sunshine. Doors open into the garden area for use during the summer months. 
RIGHT: Dormitory Unit for higher grade patients. Beds are suspended from the ceiling. Bedside cab- 
inets, curtains, colorful decoration and large glass areas make the room attractive. All patients able to 
be trained are engaged in meaningful work. 
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Mysore Mental Hospital, Bangalore, India 


A Patient buildings at this hospital are one-story and the units designed 
with interior, outdoor courtyards as shown in this picture. The four-sided 
court contains single rooms along one side, large dormitories along another, 
and treatment rooms along the other two sides. 


and allow plenty of outdoor activity. 
< 


Thonburi Government Mental 
Hospital, Bangkok, Thailand 


A Activity is the basis of treatment 
at this hospital. This room for occu- 
pational therapy was constantly oc- 
cupied, although some patients were 
in their rooms and others working 
on the hospital, grounds. These 
beautiful grounds include a recrea- 
tion building where patients go 
freely to buy refreshments. 


Observation Unit, Calcutta 


This 30-bed unit, built 80 years ago 
by the British, features attractive 
courtyards onto which _ patient 
rooms open. This type of design 
is still considered desirable for many 
types of patients, provided modern 
treatment facilities are included. 
Such small units offer great flexi- 
bility in classification of patients, 
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MENTAL HEALTH IN PUBLIC AFFAIRS 


EXPLORED BY 5th INTERNATIONAL CONGRESS 


Over two thousand people, from 54 
countries and territories, registered 
for the combined meetings of three 
conferences—the Fifth International 
Congress on Mental Health, the In- 
ternational Institute of Child Psychia- 
try and the First International Con- 
gress of Group Psychotherapy, held at 
the University of Toronto from Au- 
gust 14th through 2Ist. 

The Fifth International Congress 
was held under the auspices of the 
World Federation for Mental Health. 
At the business meeting, the retiring 
President, Dr. Professor H. C. Rumke, 
of Utrecht, Holland, introduced the 
new President, Dr. Frank Fremont- 
Smith, of New York. 

The new Vice-President is Dr. Niilo 
Maki, of the University of Helsinki. 
Mr. Jonathan Bingham, a lawyer and 
economist, was elected Treasurer and 
will be assisted by Dr. George S. 
Stevenson. New board members in- 
clude Dr. Brock Chisholm, formerly 
director-general of the World Health 
Organization; Dr. Phon Sansingkao, 
of Bangkok; Professor Orie Querido, 
of Amsterdam; Miss Mildred Scoville, 
recently retired from the Common- 
wealth Fund of N. Y.; Dr. Paul 
Sivadon, Paris; and Dr. Alan Stoller, 
of Australia. 

The theme of the Congress was 
“Mental Health in Public Affairs,” 
and different aspects were explored 
through four types of sessions—ple- 
nary, special technical, voluntary dis- 
cussion and round table groups. The 
Congress was opened by the Honor- 
able Paul Martin, Minister of Nation- 
al Health and Welfare for Canada, 
who spoke later in the meeting on 
“The Challenge of Mental Health in 
the World Today.” 

Among distinguished Americans 
who spoke formally or led discussions 
were Dr. William Malamud of Boston, 
Mass. (The Research Findings of Im- 
portance to Mental Health); Dr. Karl 
Menninger, Topeka, Kansas; Dr. 
Frank Fremont-Smith, N. Y.; Dr. 
George S. Stevenson, National Associ- 
ation for Mental Health, N. Y. (Men- 
tal Health & Mental Disorder); Dr. 
Paul V. Lemkau, Md. (The Epidemi- 
ology of Mental Disorder); Dr. Harvey 
J. Tompkins, Washington, D. C. (The 


Role of Veteran Medical Programs); 
Dr. Ernest Osborne, N. Y. (The Men- 
tal Health Approach to Teacher Edu- 
cation); Dr. John A. Rose, Philadel- 
phia; Dr. Lloyd J. Thompson, Wins- 
ton-Salem, N. C.; Dr. Rudolph G. 
Novick, Chicago, Ill. (The Relation- 
ship to National and Local Govern- 
ments); Dr. Winfred Overholser, 
Washington, D. C., and Mrs. Irene 
Malamud, Boston, Mass. Many others 
took part in panel discussions and 
research symposia. 

Consultants to the Mental Hospital 
Service who attended the Congress 
brought back copies of the main pa- 
pers, with permission for MENTAL 
HOSPITALS to use them in whole or 
in part to bring some of the thinking 
of the Congress to its readers. 

Since space is limited and also be- 
cause the full proceedings of the Con- 
gress will be published in due course, 
the staff of MENTAL HOSPITALS 
has taken the liberty of paraphrasing 
and considerably shortening the pa- 
pers included in the following pages. 


INTERNATIONAL CONGRESS 
DEFINES ROLE OF VETERAN 
MEDICAL PROGRAMS 


The role of veteran medical pro- 
grams was among topics discussed 
during one of the technical sessions 
at the Fifth International Congress 
on Mental Health in Toronto during 
the summer. Dr. Harvey J. Tompkins, 
Chief of Psychiatry and Neurology of 
the Veterans Administration, Wash- 
ington, D. C., was co-ordinator of the 
discussion. 

The role of such programs was sum- 
marized as follows: 

1. Historically, states and nations 
have expressed their gratitude to the 
veterans of their armed forces by car- 
ing for the disabled. 

2. The particular planning and im- 
plementation of such assistance, in- 
cluding its extent, is for determina- 
tion by the individual governments. 
However, the success of any program 
will depend on 

a. Such aid being given without 
threatening personal integrity 
and dignity. The veteran has a 


“right” to ask for and receive 
such assistance. 

b. Avoidance of first and second 
class citizenship; that is, veteran 
and non-veteran schisms within 
the citizenry. The veteran is a 
citizen who, instead of serving 
his country in other ways, during 
a period of emergency chose or 
was chosen to serve as a citizen 
soldier. 

c. Recognition that monetary a- 
wards do not suffice. In addition 
there must be opportunity to 
secure adequate treatment and 
rehabilitation. 

3. Veteran medical programs sup- 
ported and administered by govern- 
ment bodies, in whole or in part, pro- 
vide treatment facilities but not a 
total health program. The veteran 
must be ill or disabled to be eligible 
for care. Therefore, the prime respon- 
sibility of veteran medical programs 
is in the treatment and rehabilitation 
of the already disabled. Prevention 
is involved but only in a relative man- 
ner; secondary prevention is provided 
through attempts to arrest the course 
of the disease and/or avoid more se- 
rious complications, Accordingly, the 
promotion and maintenance of the 
health of veterans are dependent on 
other elements and agencies in the 
community, as are the rest of the citi- 
zens. 

4. Despite these inherent limited 
responsibilities, veteran medical pro- 
grams can and do contribute to the 
total health resources of the nation 
and also provide more effective treat- 
ment of veterans by: ; 

a. Coordinating their efforts with 
those of other health groups, 
agencies, schools and universi- 
ties, national and local. This can 
be done particularly well in the 
areas of treatment and research. 
This can be accomplished with- 
out compromising particular re- 
sponsibilities or jeopardizing 
autonomy of administration. 

b. Providing opportunities for all 
interested scientists and clini- 
cians to participate in veteran 
medical programs other than on 
a full-time or career type em- 
ployment basis. This is a most 
productive method of cross-fer- 
tilizing veteran medical pro- 
grams and the rest of the coun- 

try’s medical resources. 
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Mental Health and Public Health Partnership 


Paraphrased from the paper presented at the 
Fifth International Congress on Mental Health 


By DR. G. R. HARGREAVES 


World Health Organization 
Geneva, Switzerland 


I suspect that if in any Western 
country a single communicable disease 
caused hospitalization on anything 
like the scale that results from schizo- 
phrenia alone, a national emergency 
would be proclaimed. The same is 
true of many psychiatric problems 
that result not in hospitalization but 
in more diffuse social damage. 

If it is agreed that the development 
of etiological research and the distri- 
bution of knowledge which arises 
from it is one of the primary aims 
to which psychiatrists who support the 
mental health movement should de- 
vote themselves, we must face the fact 
that deficiencies or biases in ourselves 
_may handicap us in making our full 
contribution in this direction. 

The first of these biases arises 
from our praiseworthy conviction that 
mental ill health is a grave social 
problem and mental health a state 
for which all should strive. We per- 
haps devote too much of our efforts 
tc persuading others to this view, and 
too little to the more specific end of 
persuading the communities in which 
we live to take the practical steps that 
arise from what etiological knowledge 
we have. Are we in a position to give 
such practical advice based on etio- 
logical knowledge? I believe that in 
limited measure we are, but I wish 
first to comment on another of the 
biases of psychiatrists which I believe 
damages our ability to acquire and 
offer to the public health worker 
tested, if incomplete, etiological know- 
ledge on which action can be based. 

This I can best describe, perhaps, 
as a kind of sectarianism. The rarest 
thing in the world is a general psy- 
chiatrist. That is to say, a psychia- 
trist who is equally interested in 
current developments in both psy- 
choanalytic and neurophysiological 
theory, in the study both of the psy- 
choneuroses and the chronic psychoses, 
in the study of children of both 
normal and subnormal intelligence, 
in the study of both the clinical case 
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and the epidemiology and genetics 
of that kind of disorder in the com- 
munity, and, by no means least im- 
portant, in the attempt to keep 
reasonably abreast of developments in 
the various fields of both the social 
sciences and of mammalian biology, 
all of which must ultimately prove to 
be components of a true and com- 
prehensive human biology of which 
psychiatry is, whether we like it or 
not, a part. 

This “sectarianism” flies in the 
face of the very conception of etiology 
itself. We no longer live in the naive 
and optimistic age of Koch when 
etiology was believed to lie in “the 
single specific cause.” The study of 
etiology, as we now conceive it, is the 
unravelling of a web woven of many 
threads. For the psychiatrist interested 
in the mental health field, in the 


pursuit of etiological knowledge and 
in the preventive action that must 
be based upon it, this sectarianism is, 
I suggest, a form of crippling myopia. 


Psychiatry and Prevention 

I suggest that while the psychiatrist 
is probably the key member of the re- 
search team to which we must look for 
the acquisition of etiological knowl- 
edge, many of the techniques of study 
he must use will probably have to be 
drawn from disciplines far beyond the 
bounds of clinical psychiatry. I do 
not believe the psychiatrist plays any- 
thing like such an important role in 
the preventive action that arises from 
the etiological knowledge he acquires. 

This relative insignificance of the 
clinician is a characteristic of pre- 
ventive medicine in action. Although 
it was the clinician and his colleagues 
in the clinical laboratory who won the 
etiological knowledge that makes, for 
instance, the prevention of typhoid 
possible, they played little part in 
preventing it. For our freedom from 
this disorder in the western world we 
rely on the generalship of public 
health physicians, not the clinician, 


and equally on the unending ¢am- 
paign fought by the men who operate 
our water filtration plants and our 
sewage systems, on those who handle 
and distribute our food supplies and 
many other groups of non-medical 
workers in our society; and last but 
by no means least, we rely on the 
mothers and teachers who transmit 
to each generation of children the 
personal habits which our socicties 
adopted, rather recently. as one of 
the long term results of the startling 
hypothesis which Dr. John Snow of 
London first put forward, one hun- 
dred years ago, that feces in drinking 
water can give rise to ill health. 

Perhaps we have spent too much of 
our energies telling the community 
at large what a desirable state mental 
health is, and too little on advising 
them of concrete action by which ill- 
health may be lessened. It is as if, 
faced with ricketty children, we had 
tried to tackle the problem by urging 
mothers to recognize the desirability 
of good health, rather than by telling 
them that cod liver oil prevents 
rickets. 


Partnership in Prevention 

We have also labored under the 
misconception that we in the mental 
health movement are the first dis- 
coverers, and the most skillful prac- 
titioners, of the health education of 
the public. It is not until we see the 
sensitive community health education 
experiments of some present day lead- 
ers in public health in different parts 
of the world, let alone some of the 
educational ventures in the field of 
agricultural extension or community 
development, that we realize that we 
are not the only partner to bring to 
the partnership of mental health and 
public health the capital of knowledge 
and experience in this field. In addi- 
tion we must realize that the partner- 
ship can only be successful if we set 
out to understand and share the tra- 
ditions, the methods and the aims of 
the public health worker, and it is 
here that so often we as psychiatrists 
have failed; our failure has rested as 
much on an absence of humility and 
of understanding of what preventive 
medicine is and does as on the paucity 
of our etiological knowledge. Our 
future contribution to the partnership 
will depend on our determination to 
remedy both these deficiencies. 
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When it comes to wider changes in 
society beyond the actual conduct of 
public health practice, we shall find 
again that such changes are far easier 
to achieve in partnership with the or- 
ganized service of preventive medicine 
than they are by mental health 
workers alone, for from its outset pre- 
velitive medicine has been concerned, 
not merely with the provision of 
services, but with the promotion of 
health through social changes which 
remove noxious influences from the 
human environment. In the past the 
great successes of preventive medicine 
have concerned the physical health 
of the individual and it has been 


the improvement of the physical en- 
vironment and the filling of physical 
needs to which the public health 
worker has devoted his efforts. As 
the frontier of preventive medicine 
moves on to the problems of mental 
health, his attention must turn, indeed 
it is already turning, to the psy- 
chological and social environment and 
needs of the human being. If pre- 
ventive medicine is to be as successful 
in this new territory as it has been 
in the old, it will need from us etio- 
logical knowledge on which to act 
and a true working partnership in 
that action. 


The Epidemiological Study of Mental Illnesses & 
Mental Health 


Paraphrased from the paper presented at the 
Fifth International Congress on Mental Health 
By PAUL V. LEMKAU, M.D. 
Baltimore, Md. 


Epidemiology is the study of the 
health status of a population. It has 
historically dealt mainly with unfor- 
tunate happenings to populations and 
their interpretation; the epidemiology 
of health is a relatively new and as 
yet not too specific concept. 

Elsewhere I have stressed my con- 
viction that we who are interested in 
the prevention of psychiatric diseases 
must not abandon attempts to clarify 
and make more exact the classification 
of the kinds of ill health we deal with. 
I see nothing to be gained by lumping 
senility, paresis, schizophrenia, de- 
lirious and anxiety states as mental 
diseases and trying to study the lot. 
To do so is to abandon basic and ex- 
perience-proved ways of medical and 
scientific thinking. Because we have 
as yet no way of distinguishing the 
causes of schizophrenia from the 
causes of senility (except perhaps 
from the data of genetics) there is no 
justification for not continuing our 
efforts to distinguish these diseases 
clinically. Were it not for the fact 
that classification of delirium due to 
infectious disease, general paresis and 
pellagrous psychosis is possible, we 
should not have the only clear-cut 
examples of success we know in the 
control of mental illness. 

However, if much definition and 
classification is needed to work pro- 


ductively in the epidemiology of the 
mental illnesses, it is even more 
needed in the definition of mental 
health. Without implying that no 
modifications will take place in the 
future, it seems wise, with the tools 
now available to science for the in- 
terpretation of data, to define mental 
health in terms of biological success 
in so far as possible. However much 
we may deplore the fact, we are only 
beginning to be able to devise ways 
of thinking about health in terms 
other than the absence of disease. 
Therefore, it may well be that the best 
way to do research on mental health 
in our present state of knowledge is 
to be certain that any investigation 
of psychiatric diseases includes ade- 
quately studied controls from the un- 
affected population. 

I am aware that this is a rather 
unpopular position to take at the 
present time. It is not my intention 
to discourage effort; it is only to 
warn that we may not be as well- 
prepared to do work as some of our 
propaganda would lead the public to 
believe. Our aspirations at times seem 
to have out-run our methods. 

At the risk of being dubbed old- 
fashioned and wedded to 19th century 
mechanistic logic, I think it must be 
pointed out that it is this logic which 
has made the epidemiologic methods 


successful in the past, and that in all 
probability, if we abandon classifica- 
tion and definition as essential in 
psychiatric research, we also abandon 
epidemiology. 


More Specific Tests Needed? 


I would like to suggest that psy- 
chiatric screening examinations are 
perhaps attempting too much at the 
present time. They are generally 
designed for the practical purpose of 
predicting who and how many will 
break down with any mental devi- 
ation. It might be easier and more 
productive to devise a schedule that 
would identify particular illnesses, say 
schizophrenia of specific content or 
depression, rather than attempt to 
cover the whole range of illnesses with 
a single short questionnaire. After all, 
the test for sugar in blood and urine 
tells nothing about the presence or 
absence of arteriosclerosis. Should 
we expect a single short tool to tell 
us who is psychiatrically sick with any- 
thing? 

Epidemiological methods in_ psy- 
chiatry have already contributed much 
to our understanding. In all prob- 
ability they will continue to receive 
the stinging criticism of psychiatrists 
and others who believe that to com- 
pare even two cases is to violate the 
concept of the complete individuality 
of man, and who contend that most, 
if not all of the important researches 
in this field are intensive studies of 
individuals, or at most, very small 
groups of individuals. We can agree 
with them to some extent; it appears 
to me to be true that most of the 
hypotheses to be tested by epidemio- 
logical methods originate in clinical 
studies. On the other hand, if we 
are to reach any justifiable general- 
izations in our field, we shall certainly 
be dependent upon some technique 
for testing hypotheses against a larger 
population than a single case. To be 
sure, in the process some truths about 
individuals will be lost, but the gain 
in correcting the effect of prejudicial 
viewpoints that are impossible to 
evaluate, when one investigator re- 
ports his one case, certainly offsets the 
inevitable loss to some extent, and by 
complementing individual studies will 
give us a better grasp of the factors in 
human living that can be changed for 
the betterment of all men’s mental 
health. 


| 
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SOLVED AND UNSOLVED PROBLEMS IN MENTAL HEALTH 


Condensed from the Address Given by the President of the World Federation for Mental Health 


“Solved and Unsolved Problems in 
Mental Health” was the theme sug- 
gested to me by Professor Line, the 
Chairman of the Program Committee, 
this year. First I wish to define the 
area. What do we wish to study? 
What do we wish to remedy? This is 
a question which has been asked a 
thousand times already, and to which 
one would suppose we had finally 
found a unanimous answer; but that 
is not so. That is foremost among 
our outstanding problems. The work 
of mental hygiene is at one and the 
same time extremely vast and of an 
extremely complicated structure. For 
instance, in Baghdad we wish to im- 
prove the aid for the insane; we wish 
to teach employees of the Post Office 
in Holland to be more polite to the 
public; but at the same time we wish 

‘to improve the relations in a factory 
in Buenos Aires and to teach the 
teacher in Finland how he ought to 
behave with his pupils. We want to 
teach mothers everywhere in the world 
how to care for their children. We 
undertake to assuage the grief of a 
lonely woman and to prevent war. 
That is a fascinating program! This 
is precisely what we wish, and there is 
no way of explaining it more clearly. 
We cannot allow ourselves to be di- 
verted by lack of funds, by success in 
the minds of stupid people, or the fear 
of ridicule, and at the same time we 
must maintain our critical and skepti- 
cal attitude toward current certainties. 


Mental Hygiene 


The mental health movement has 
developed out of the mental hygiene 
movement; the one seeks means of 
prevention, and the other better care 
during and after hospitalization. Spe- 
cialists of different branches met with 
each other and there was born the 
“multi-professional team.” Let us 
note here that it is a question of the 
prevention of illness; we do not know, 
it is true, what that illness is precisely, 
but that does not prevent us from 
being able to rejoice in the remark- 
able success. 

The exogenic mental illnesses, the 
consequences of infectious illness, 


DR. H. C. RUMKE, UTRECHT, HOLLAND 


at the Fifth International Congress on Mental Health 


metabolic illnesses and cerebral ill- 
ness, as, for example, encephalitis, re- 
main well-defined realities. Puerperal 
psychoses have practically disap- 
peared. Syphilis maintains a certain 
importance in the etiology of psy- 
choses, but progress is being made in 
this field too, and the fight against 
alcoholism has been taken up again. 
Psychiatry, however, which apparently 
is in full flower, is more than ever in 
danger. Offshoots are detaching them- 
selves from the mother science and are 
developing in a unilateral manner. 
The American dynamic psychiatry 
separates itself from European psy- 
chiatry which is older, more clinical, 
but which has retained its importance. 
Nosology is being neglected; one is 
no longer conscious of the relativity 
of diagnosis. Contact with the neuro- 
physiological and biological points of 
view is lost. 


Mental Health 


Mental hygiene and mental health 
are, in principle, two different fields. 
Our Federation had to do with both. 
In mental hygiene the psychiatrist 
should be the head of a multi-profes- 
sional team. In mental health he has 
only a secondary réle to play. I am 
convinced that this opinion is tenable, 
but I confess that there are others to 
whom it has appeared not acceptable. 
The central problem appears to be no 
less than the question of the relation- 
ship between sickness and good health. 
It becomes necessary to know the laws 
of health and the bases upon which 
they are founded, and the forces 
which control them, for health is not 
merely an absence of sickness. Freud 
taught us much, but not on the sub- 
ject of psychic health. He showed us 
an end of the road—and that was not 
a small task—that one must follow in 
the treatment of neuroses. I do not, 
however, accept the thesis that an un- 
derstanding of neuroses is in itself an 
understanding of man. Indeed, I may 
say that it is my firm conviction that 
the understanding of the disturbance 
of the sick man hardly contributes to 
the understanding of the normal man. 
The confusion of the psychically dis- 
turbed life with the greatest depth of 


being is a professional malady typical 
of psychiatry. 

It is the artist who shapes the most 
profound life, not the psychiatrist. 
This life never appears in an ill man, 
but appears in supreme moments of 
the normal man. The life of the men- 
tally ill remains open, yawning, re- 
mains visible, shameless, clarified in 
a strange manner, and insane. The 
difference between illness and normal- 
ity is a problem of form. The psychi- 
atrist who by his psychiatry believes 
himself to be a connoisseur of men 
runs the risk of badly judging normal 
man by not seeing that which is miss- 
ing in the ill. It is necessary to find 
that which he lacks, that which is ab- 
sent, that is to say the great human 
qualities of love and creativity. It is 
possible for the psychic life of the nor- 
mal man to be greatly disturbed with- 
out being able to say that this man is 
ill. It is an attack on human dignity 
to call his struggles and his downfalls 
“illness.” Psychic disturbances are due 
in large measure to the fact that man 
is not sufficiently equipped from the 
biological point of view to cope with 
his difficulties. Then appears the 
human conflict. in its pathological 
form; then the man is ill. 

If it is true that health is a state 
which may be disturbed without for 
all that becoming ill, then the differ- 
ence between the task of mental hy- 
giene and that of mental health ought 
to be even greater. Then the psychia- 
trist is no longer of specific competence 
to deal with mental health. He may 
be interested and should be. The 
topics of the Congress on Mental 
Health in London in 1948 were not 
psychiatric topics. They were, for ex- 
ample, World Citizenship and Good 
Group Relations, Mental Health in 
Industry, and Industrial Relations, 
Family Problems and Psychological 
Disturbances. I deny the competence 
of the psychiatrist in this field, but 
there is perhaps more. It may be that 
by his attitude and by the means at his 
disposal he becomes a danger for men- 
tal health. We must resolve this prob- 
lem if we do not wish the possibilities 
of our movement to run a grave risk. 

All this has importance because the 
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majority of means at our disposal 
which may exercise an influence on 
men come from the treatment of the 
sick and especially of neurotics, that 
is to say from psychodynamics and 
“depth psychology.” Even though the 
term “depth psychology” has been 
popularized and is defensible, I do not 
believe that the term is a suitable one. 
Its greatest inconvenience is the fact 
that the phrase “depth psychology” 
evokes as an antithesis “surface psy- 
chology,” which in implies 
“superficial.” The schools of “depth 
psychology” have in common the fact 
that the human psyche is more and 
other than its surface manifestation, 
its contents and its deeds. The surface 
manifestations are not at all compre- 
hensible in themselves, but refer to 
motives and forces active in the un- 
conscious. The problems of the direc- 
tive forces of man can only be resolved 
by a collaboration of numerous groups 
of specialists who at the moment work 
entirely separately. Let us not neglect 
the philosophic problem. The prob- 
lem of psychosomatics is no more 
resolved than the problem of directive 
forces. The problem of spiritual 
forces, which escape biological descrip- 
tion, see themselves completely repudi- 
ated in our contemporary psycho- 
dynamic doctrine. In the application 
of these doctrines in the field of men- 
tal health extreme prudence should 
be the rule. 
Psychodynamics 

In the field of mental health psycho- 
dynamic factors are of great impor- 
tance, and in general we are able to 
consider the latter as the ground 
where a favorable influence becomes 
possible. There is a further problem, 
however, namely, that of knowing 
what is decisive for the psychic health 
of man; whether it is the nature and 
the cooperation of his directive forces, 
his dynamics, or his decisive constitu- 
tion, his psychological type, his “‘ten- 
sion psychology.” The problem of 
neurosis is unresolved. As long as we 
persist in calling everything neurosis 
that causes difficulties in life, so long 
are we wasting time and money. The 
psychogenic factors, the psychodynam- 
ics, are always there, and they are oc- 
casionally the only ones which can be 
modified. But must we treat all men 
in distress in a psychoanalytic manner? 
Far from it, since only a small per- 
centage of the ill are capable of de- 


riving advantage from it. This, how- 
ever, does not dispense with the need 
for those who wish to guide men to 
have a profound knowledge of psycho- 
analysis and the depth of human con- 
flicts. This does not imply that they 
will speak about it thoughtlessly, since 
they will remember that there is 
nothing more dangerous for mental 
health than popularized and super- 
ficial knowledge of the doctrine of 
Freud. 


The Great Paradox 


The great paradox is that we know 
so little and that we are able to do so 
much. May we touch upon the un- 
resolved problem of knowing what 
cures in psychotherapeutic treatment? 
No one is able to give a definite 
answer, any more than answering the 
question of knowing by what method 
and in what illnesses one achieves the 
best result. The common principle in 
all treatment is the situation where 
the man feels himself accepted in love, 
contact and understanding. Out of all 
the uncertainties it becomes clear that 
love, understanding, and communica- 
tion are the most effective means, and 
there are educative factors. It is a re- 
education, which for the most part is 
none other than an education which 
leads to a recognition of values. The 
fact that it is impossible for us to in- 
dicate the way in which these means 
work does not alter the fact that it is 
a scientific certainty. If we come back 
to mental health it is necessary to say 
of this triad, namely, love, contact, 
and understanding, that their preven- 
tive significance remains dubious. 


Education 


I should like to add a few words 
about education, because that is one 
of the topics which almost everywhere 
and also among psychotherapists has 
gone down in value. Many psycho- 
therapists seem to follow the doctrine 
of Rousseau that if the child is not 
disturbed in his development he will 
become a normal man; that viewpoint 
I look on as a grave mistake. The 
baby carries within himself all the 
good and bad qualities possible. He is 
in general (do not take offense) more 
evil than the adult. He has no con- 
sideration; he is egotistical and cruel. 
Why is it so difficult to accept the fact 
that we do not evolve towards an 
optimal creativity by ourselves? We 
accept with good grace that this is not 


the case for the creation of a work of 
art or for a good reproduction, but it 
is necessary for that to have an innate 
talent which is later developed. The 
development of talent shows as the 
choice of examples: identification of 


the teacher, detachment from the 
teacher, identification with another, 
and so on, up to the time that the 
talent detaches itself from all teachers 
in order to become itself all in all, 
while retaining in itself something of 
all the other. The development of 
talent indicates to us the significance 
of communication between the ego 
and the world, without which the 
talent remains sterile. This shows it- 
self, for example, in the training and 
development in progress of a profes- 
sional pianist. Finally, after periods 
when he may appear to have shown a 
falling off, suddenly a new progress 
shows itself, a new level, broader and 
fuller, with new possibilities; works 
which could not be interpreted ade- 
quately formerly are now played in a 
masterful way. A new integration has 
been produced at a superior level. 
Something of this sort is demonstrable 
in the evolution of any talent. For 
this development, it is true, it is neces- 
sary to have the disposition and the 
energy, but this development becomes 
effective only through education. The 
psychotherapist will do well to lend 
this principle all his attention. 


Values 


The problem of values is well and 
properly a problem of mental health 
and a problem which, like so many 
others, demands a solution in the way 
the mental health worker is trying to 
bring man in contact with spiritual 
values. Soddy has enumerated a cer- 
tain number of qualities which char- 
acterize normal man; among them he 
says, “His faith and his personal ideals, 
his system of accepted values, are to 
him a source of spiritual power.” And 
here is the problem; are we in a posi- 
tion to help here? I believe that this 
is the task of education, and that 
much has been done on this score. I 
do not believe that science will ever 
attain an understanding of that which 
is at the bottom of aspiration, of 
straining towards an ideal, but on the 
other hand I am convinced that it will 
penetrate more and more into the 
problem of that which makes man 
blind to ideals, of that which presents 
an obstacle to their recognition. 
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Task of the Federation 


Even though an improbable num- 
ber of uncertainties exist it is unde- 
niable also that there is enormous 
suffering and that that suffering is 
avoidable and useless. For if suffering 
is an integral part of all spiritual 
growth, in that which is avoidable and 
useless it paralyzes and exasperates. 
I am persuaded that in spite of the 
suffering in this world, the great ten- 
sions, and the terrifying anxieties, 
still self-destruction is not a primary 
instinct in man, that there is a means 
of combatting and avoiding them. I 
am sure that in putting into practice 
the simple principles of our mental 
health, in remaining objective and 
guarding ourselves from being carried 
away by too tempting devices we are 
helping to prevent that. In spite of 
Spengler and of Toynbee, who have 
tolled the deathknell of our culture, 
it is not an absolute necessity that we 
are heading for another war. 

Mental health is a forum; mental 
health begins with the man in the 
street; it interests everybody. It musi 
be a forum of all men who without 
having renounced the ties with their 
country of origin—a world citizen 
without country is an uprooted man— 
have learned to think in an interna- 
tional way. 

It is necessary for us to evaluate 
and propagate all that we have 
learned that is good and estimable 
in the different countries. The Fed- 
eration forms a network in a large 
part of the world. We must have con- 
fidence and courage, courage to take 
under consideration all intolerable 
situations, to attack all subjects with- 
out allowing ourselves to be turned 
aside for political or religious reasons. 
We may not be able to give a solution, 
but we must learn to see and under- 
stand. It is necessary for us to be a 
forum where all may be expressed, 
where one can examine anything, no 
matter what, without fearing to be 
held in contempt. Only under these 
circumstances will it be possible to be 
a world federation which is dedicated 
to the prevention of war. Was it naive 
to wish all that in 1948? Not at all; 
that is our duty and our task. 

All beginnings are difficult. Mental 
health finds itself in a_pre-scientific 
stage, the stage in which medicine 
found itself in the time of Hippoc- 
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rates. We already can describe some 
symptoms; we can see some relation, 
and aided by a little empirical knowl- 
edge and a little intuition we en- 
deavor to treat, to remedy. If the 
doctor had awaited scientific progress 
before acting how would medicine 
have progressed? What would his 


path have been throughout 2,000 


LBS! 


Amazing strength! Doesn't 
weaken in repeated wash- 
ings, months of use. 


ive patterns and 
colors tested for fade- 
proof quality. 


out; lock-stitched; stress 
points extra-reinforced 
with bar tacking. 


years? Medicine cut a poor figure, but 
the art of healing was great. Let us 
attack the work with the means at our 
disposal, while remembering the ad- 
mirable words of the Constitution of 
UNESCO: “Since wars begin in the 
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Improved Record Procedures Aid Patient Treatment 
By CHARLES H. JONES, M.D. 


Supt., Northern State Hospital, 
Sedro-Woolley, Wash. 


Although it is universally recog- 
nized that good records are necessary 
for the proper clinical management 
of any illness, their crucial impor- 
tance in the supervision of patients 
in mental hospitals is seldom sufhi- 
ciently stressed. Our own records de- 
partment, a year or so ago, was prob- 
ably typical of many others in state 
hospitals. The records of 2,200 active 
patients were poorly maintained. 
Papers and forms of various sizes and 
descriptions were loosely jumbled to- 
gether in manila folders along with 
legal documents and correspondence, 
some unanswered, from _ relatives. 
Two file clerks, working full time, 
failed to keep order, because such a 
large number of personnel had to use 
the charts. 

Progress notes by physicians were 
mainly contributed at scheduled inter- 
vals. Once these were completed, 
many of the staff felt that no addi- 
tional comments were required until 
the next survey date, regardless of 
significant events in the patient’s prog- 
ress or affairs. 

Such inadequate records frequently 
handicapped the work of physicians 
newly assigned to old cases. Incidents 
which occurred from lack of knowl- 
edge of patients or their families led 
to unsatisfactory public relations. 

After making a careful estimate of 
the situation, we gave priority to reas- 
sembling all current charts so that 
each piece of paper would be firmly 
fixed in place by four large staples. 
All subsequent charts were put to- 
gether in this manner and the record 
room personnel worked for many 
months revising old ones. All newly 
hired employees in the record room 
and the stenographic pool spent a 
full-time apprenticeship of several 
weeks at this task before taking up 
their ultimate duties. 

Next, the distribution of the in- 
coming mail was placed on a more 
business-like basis. Each incoming 
letter was read by an administrative 
assistant and assigned to one person 
for an indicated reply. The names of 
other interested staff were also placed 


on the letter to guide its routing but 
only the name of the person respon- 
sible for the reply was underlined. 
The policy was firmly established that 
this responsibility could not be 
changed once set, unless the letter was 
returned to the superintendent's office 
for reconsideration. Unanswered let- 
ters were no longer accepted in the 
record room for filing. In those cases 
where interviews or phone conversa- 
tions with relatives made answering 
unnecessary, they were refused unless 
a note had been attached telling of 
the pertinent points discussed, 


Progress Notes Improved 


Several steps were taken to insure 
the writing of more comprehensive 
progress notes, to avoid the need for 
writing them when nothing of signif- 
‘cance had occurred, and to ensure 
that all important contacts with pa- 
tients and relatives were indicated. 
Two important occasions when phy- 
sicians have to give time and thought 
to an individual patient are when 
transfers from one ward to another 
are processed and when incident re- 
ports have to be investigated. 

We accordingly revised our trans- 
fer slips and incident report forms, 
and ruled that progress notes by phy- 
sicians must be written as each of 
these two documents was made out. 
We set up a system of sending these 
papers to the stenographic pool after 
they had served their immediate ad- 
ministrative purposes. Thus the prog- 
ress notes could be typed in proper 
sequence in the medical records. 

The demands on a doctor’s time are 
so extreme that unless a note can be 
dictated immediately following a 
phone call or an interview, it will 
probably not be done. We therefore 
installed a central recording device at 
the hospital switchboard with stations 
in each doctor's office and in major 
working areas, so that dictation could 
be done at any hour, day or night. 

These central devices are conven- 
ient to the staff and they are used ex- 
tensively. The charts show running 


accounts of the patients’ progress and 
administrative supervision with notes 
and correspondence full of pertinent, 
useful information. Now that the 
progress notes are made automatically 
to coincide with hospital routines, few 
of the survey type have to be sched- 
uled. This is because notes written 
when something happens are made 
with greater frequency than the 
actual schedule requires. 

Not only have our improved charts 
helped us to supervise the psychiatric 
management of patients better, but 
the informative records have made it 
easier to get the relatives to cooperate 
with us for the benefit of the patients. 


Note: Copies of “Record Keeping 
Procedures at Northern State Hos- 
pital” are available on loan to Mental 
Hospital Service Subscribers. This 
brief manual gives a run-down of the 
hospital’s various files and registers, 
with recording procedures and uses of 
each. Address requests to M.H.S. Loan 
Library, enclosing ten cents in coin 
or stamps to cover postage and 
handling. 
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Discussion Leaders for 6th Mental Hospital Institute Well Experienced 
in Areas of Their Assigned Topics 


The Sixth Mental Hospital Institute, to be held at the Hotel Nicollet, Minn- 
eapolis, Minn. October 18th through 21st, will be noted for the high calibre 
of mental health experts who are to serve as Discussion leaders. While the Insti- 
tutes are conducted on the principle of impromptu participation to allow for 
a more diverse exchange of experience and thinking, and no formal speeches 
are included (with the exception of the always-acclaimed Academic Lecture) , 
each session is given necessary direction by someone well-versed in the particu- 
lar subject. The Program Committee* for this year’s Institute feels it has been 
most fortunate in obtaining the services of men who are singularly well quali- 
fied by position and experience to guide the slated discussions. 


Dr. Robert C. Hunt, who will 
lead the discussion on “Community 
Planning for Mental Health”, is As- 
sistant Commissioner in charge of the 
Community Services Division of the 
New York State Department of Men- 
tal Hygiene. He is responsible for the 
administration of the new community 
Mental Health Service created by the 
1954 State Legislature, and also is in 
charge of the Department's social 
service, aftercare, and child guidance 
clinic programs. 

Discussion leader for the topic, 
“Programming and Planning for a 
Psychiatric Hospital Building”, is 
Moreland Griffith Smith, A.I1.A. Mr. 
Smith is senior partner of the Mont- 
gomery, Ala., architectural firm of 
Sherlock, Smith and Adams, which 
has taken an active lead in the field 
of hospital design. During the past 
year Mr. Smith has contributed out- 
standing service to the A.P.A.-M.HLS. 
Architectural Study Project as one of 
its consultants. 


Randall R. MacLean, M.D., Direc- 
tor of the Alberta Mental Health Serv- 
ices, is assigned to lead the discus- 
sion on “Care of Seniles in and out 
of Mental Hospitals”. In 1947, while 
Medical Superintendent of the Pro- 
vincial Mental Hospital, he planned, 
organized and superintended a 600- 
bed facility for patients over 70 years 
of age. The facility, known as “Rose- 
haven”, received an A.PA.-M.H.S. 
Achievement Award in 1950. 

“Good Practices Keep Good People” 
is the topic to be led by Frank S. 
Groner, LL.D., Administrator of the 
Baptist Memorial Hospital in Mem- 


* Program Committee: Dr. Harvey J. Tomp- 
kins, Chmn.; Dr. Granville L. Jones, Dr. Gale 
H. Walker, Mr. Robert H. Klein 
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phis, Tenn. Through his work as 
Chairman of the Committee on In- 
stitutes of the American College of 
Hospital Administrators, which spon- 
sors some twenty institutes a year deal- 
ing largely with personnel problems, 
Dr. Groner has wide knowledge of 
hospital employment practices. 


“The Cost of Psychiatric Care” dis- 
cussion is to be led by Sidney Spector. 
Mr. Spector is Director of the Inter- 
state Clearing House on Mental 
Health established by the Council of 
State Governments. This agency is 
concerned with facilitating interstate 
cooperation between state mental 
health offices on matters of care and 
treatment, training and research, legis- 
lation and organization. Particular at- 
tention is given to the financial aspects 
of state mental health programs. 


The simultaneous session dealing 
with “Farm Policies” will be led by 
Dr. Charles H. Jones, Superintendent 
of Northern State Hospital, Sedro- 
Woolley, Washington. At his own 
hospital, Dr. Jones has made the farm 
policy a profitable one, in both finan- 
cial and therapeutic terms (see MEN- 
TAL HOSPITALS, Nov. 1953). A 
program of expanded acreage and 
diversified production, resulting in a 
$100,000 increase in annual farm pro- 
duction, has enabled the hospital to 
finance vast improvements in care and 
treatment of its patients. 


“Psychoanalysis in Mental Hos- 
pitals” will be reviewed in a simul- 
taneous session led by Dr. Bernard 
Bandler, of Boston, Mass. Dr. Bandler 
is Professor of Psychiatry at Boston 
University School of Medicine, and 
directs the Psychosomatic Clinic of 
Massachusetts Memorial Hospital. He 


is Chairman of the A.P.A. Ad Hoc 
Committee on Education in Public 
Hospitals, in liaison with the Ameri- 
can Psychoanalytic Association. 


“The Contribution of Private Hos- 
pitals to Research and Training”, to 
be examined in a simultaneous ses- 
sion, will have as its discussion leader 
Dr. John Donnelly. Dr. Donnelly is 
Clinical Director of the Institute of 
Living, Hartford, Conn., where, dur- 
ing the past three years, he has been 
particularly concerned with augment. 
ing the three-year residency program 
and with integrating the hospital's 
teaching and treatment facilities. He 
also acts as coordinator of the Clinical 
Research Board, developing clinical 
research and integrating it with the 
hospital’s laboratory research. 


**Daniel Blain, M.D., Medical Di- 
rector of the American Psychiatric As- 
sociation, has served as professional 
consultant to several states in the past 
year in making surveys of their mental 
health needs and resources. In his 
discussion on “State Surveys” at the 
Institute, Dr. Blain will explain some 
of the basic assumptions underlying 
the Surveys and the procedure for con- 
ducting them. , 


The State Volunteer Coordinator 
for the Minnesota Department of 
Public Welfare, Miriam Karlins, will 
lead the discussion on “Use of Volun- 
teers in Mental Hospitals”. Mrs. Kar- 
lins is responsible for developing, di- 
recting, coordinating and evaluating 
volunteer programs in all of the 
State’s welfare institutions, 


Dr. Robert W. Hyde, who will lead 
the discussion on “Recreation in Men- 
tal Hospitals”, is Assistant Superinten- 
dent of Boston Psychopathic Hospital. 
Since he assumed that position in 
1945, he has devoted much of his at- 
tention to developing the hospital re- 
creation program as a means of meet- 
ing patients’ needs for physical, psy- 
chological and social expression. He 
has written a number of papers on 
this subject. 


** Owing to the illness of the Medical Di- 
rector, a new discussion leader will be an 
nounced later. 
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Chaplain Donald C. Beatty is to 
lead the discussion on “The Place of 
Religion in Mental Hospitals.” As 
Assistant Director of Chaplain Service 
in the VA Central Office, Chaplain 
Beatty sets up and operates educa- 
tional seminars for chaplains in VA 
hospitals. He has had some 15 years 
experience as chaplain in several state 
mental hospitals. 


This year’s Academic Lecture, al- 
ways a high spot of each Institute 
program, will be delivered by Dr. 
Lauren H. Smith. Dr. Smith, whose 
topic will be “Critique of Somatic 
Therapies”, is Physician-in-Chief and 
Administrator of the Department for 
Mental and Nervous Diseases and of 
the Institute of the Pennsylvania Hos- 
pital. He also is Professor of Psychia- 
try at the Graduate School of Medi- 
cine of the University of Pennsylvania 
and Chairman for Psychiatry in the 
Department of Neurology and Psychi- 
atry. 

Mr. Carl E. Applegate, who is to be 
discussion leader of “Property Control 
and Security Measures”, has had over 
thirty years’ experience in the field of 
State institutional accounting, with 
the California agency now designated 
as the Department of Mental Hygiene. 
Mr. Applegate is now Deputy Direc- 
tor for Business Services of the Depart- 
ment. He also serves as one of the 
three non-medical members of the 
M.H.S. Board of Consultants. 


As Public Information Officer and 
Assistant for Administration of the 
American Psychiatric Association, Mr. 
Robert L. Robinson has had consider- 
able experience in the subject he will 
lead, “Sources of Information and As- 
sistance to Hospitals”. He joined the 
A.P.A. staff in 1949, at which time 
he assisted A.P.A. Medical Director 
Daniel Blain in organizing and in- 
augurating the Mental Hospital Serv- 
ice and the Institutes, and has been 
an important behind-the-scenes force 
in their increasingly effective opera- 
tion. 


The final session, “Contribution of 
Professional Personnel Other Than 
Psychiatrists”, will be led by Dr. John 
J. Prusmack. During the past eight 
years, as Chief of Professional Services 
and, more recently, Manager of the 
VA Hospital at Palo Alto, Calif., Dr. 


Prusmack has been instrumental in 
establishing and coordinating train- 
ing programs in psychiatry, clinical 
psychology, psychiatric social service, 
nursing services, physical therapy, oc- 
cupational and recreational therapy. 


M. H. S. News & Notes 


Central Clothing Unit Guide 
to be Distributed 


“Recommendations for a Central 
Unit for Clothing Distribution” will 
be sent as a Supplementary Mailing 
to M.H.S. subscribers within the next 
few weeks, under the sponsorship of 
the A.P.A.-M.H.S. Committee on 
Clothing for Mental Hospital Patients. 
The guide suggests physical facilities, 


personnel ratios and procedures for 
such a unit. Particular importance is 
attached to the desirability of having 
a qualified Clothing Supervisor to 
direct its operation. 

An additional section covers “Rec- 
ommendations for Handling of Cloth- 
ing in Laundry.” 

These recommendations were pre- 
pared by the Committee, principally 
by members Alexis Tarumianz and 
Stanley J. Hanna, as a follow-up to 
its “Statement of Basic Principles” 
(see MENTAL HOSPITALS, Jan- 
uary, 1954). 

Extra single copies of the guide may 
be obtained from the M.H.S. office 
after October 15. Please enclose self- 
addressed stamped envelope. 


On behalf of the Executive 
Committee of the American 
Psychiatric Association I wish to 
announce that Doctor Daniel 
Blain, Medical Director, has 
been granted temporary leave of 
absence for reasons of health. 
Doctor Blain will return to his 
duties as soon as his physicians 
permit it. 

In Doctor Blain’s absence, 
Doctor Harvey J. Tompkins will 
serve as Acting Medical Direc- 
tor of the Association effective 
September 27, 1954. 

Doctor Tompkins is Director 
of Psychiatry and Neurology 
Service in the Department of 
Medicine and Surgery of the 
Veterans Administration in 
Washington, D. C. A Fellow of 
the Association, he served for 
many years on the Committe on 
Psychiatric Hospital Standards 
and Policies, and is currently a 
member of the Committee on 
Nomenclature and Statistics. He 
is also a Consultant to the APA 
Mental Hospital Service and in 
general has worked closely with 
the Medical Director and _ his 
staff since that office was estab- 
lished in 1948. 

The fortunate circumstance 


OFFICIAL 
ANNOUNCEMENT 


that Doctor Tompkins is _lo- 
cated in Washington will enable 
him temporarily to carry out the 
essential duties of the Medical 
Director. At the same time, the 
Executive Committee is acutely 
aware that the double burden 
thus placed on Doctor Tompkins 
makes it imperative that de- 
mands made upon him during 
this period be kept at a bare 
minimum, particularly with re- 
gard to speaking engagements. 
All members are asked to co- 
operate in this connection. Doc- 
tor Tompkins will serve with- 
out salary compensation. 

The Executive Committee 
wishes to express to Doctor Blain 
its heartfelt hope that he will 
recover speedily and_ return 
shortly to carry on the splendid 
program of activities which he 
has initiated and directed. 

To Doctor Tompkins the Ex- 
ecutive Committee would ex- 
press its appreciation for his gen- 
erosity in adding this additional 
weight to the already heavy bur- 
den that is his in the Veterans 
Administration. 

Arthur P. Noyes, M.D., 
President, 
September 27, 1954 
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Mental Defectives 


ADMISSION OF MENTAL 
DEFECTIVES REVIEWED 

As a result of a recent study at 
the Pacific State Hospital, Spadra, 
California, the court commitment of 
mental defectives was examined to see 
if admission procedures could be im- 
proved. 

This study was carried out in a 
psychiatric framework. The conclu- 
sions may not be applicable, there- 
fore, to institutions for the mentally 
retarded that operate in a different 
frame of reference. 

The study covered some 1,200 
cases, from a waiting list of 1,500, in 
the hospital’s preadmission and diag- 
nostic clinic. From it the examining 
physicians concluded that court com- 
mitment was “both inhuman and in- 
appropriate.” The study showed some 
conclusions which might be helpful 
in formulating future admission pro- 
cedures. 

The hospital found that the ma- 
jority of patients requiring hospitali- 


THE PATIENT DAY BY DAY 


zation actually apply for admission 
with the consent of parents or guard- 
ians. Because of this a broad volun- 
tary acceptance procedure with ade- 
quate legal safeguards assuring the 
patients’ right to a court review is 
felt to be more desirable. Voluntary 
admission should never be applicable 
to any case where either the patient 
or any relative or friend objects, and 
the right to request release would 
serve as an additional safeguard. 

In adult cases those moderately re- 
tarded could be admitted at their own 
request, supported by a request from 
the next of kin, while those severely 
retarded and unable to comprehend 
this type of hospital care should be 
admitted on the certification of two 
experienced physicians and the re- 
quest of the next of kin, 

In cases of juveniles, the applica- 
tions should be filed by parents or 
guardians; wards of the juvenile court 
could be admitted on request of the 
juvenile court judge. When these 


juveniles become of age they may re- 
affirm a desire to remain, with the 
certification of two staff physicians 
acceptable. 


Cooking Classes are Popular O.T. Activity 


The cheerful decor of the kitchen work shop, plus the bright smile of the 
occupational therapist, add to the enjoyment of cooking classes for women 
patients at Metropolitan State Hospital, Norwalk, Calif. The classes are held 
weekly for acutely ill patients and for Receiving Ward Patients. The familiar 
setting of the kitchen classes, the hospital feels, makes this a_ particularly 
auspicious activity for newly admitted women. 


With these provisions only a mi- 
nority of patients would require com. 
mitment by the courts when hospi- 
talization is necessary, and this could 
be modified by a policy of temporary 
admission for the purpose of observa. 
tion. Current court procedure in the 
State fairly well covers needs in this 
respect. It is felt that such a policy 
would more adequately meet the 
needs of communities and the fam. 
ilies of mental defectives and would 
be in closer conformity with admis. 
sion procedures in hospitals for the 
mentally ill. 

GEORGE TARJAN, M.D., Supt. 
LORNA M. FORBES, M.D., 
Pacific State Hospital, Cal. 


Dietetics 


EQUIPMENT MODIFICATION 
HELPS CAFETERIA SERVICE 

The use of divided trays for service 
of food to hospital patients has long 
presented a problem in cafeteria use. 
Cafeterias are normally designed so 
that the persons who are doing the 
serving may slide the servings under 
the breath-shield or set them on a 
rack on top of the shield to be taken 
by the patient going through the line. 

When a divided tray is used and 
food is put directly on the tray, the 
breath-shield forms a barrier which 
forces the patient to lift the tray above 
the shield to receive his serving of 
food. The solution of many hospitals 
has been to remove the breath-shield, 
but this eliminates the sanitation 
value of the shield. 

Mr. Elliott Jones, Business Adminis- 
trator of Eastern State Hospital, Ky., 
recently designed a _ cafeteria line 
wherein the tray-slide is mounted on 
top of the breath-shield. The height 
of the serving table was lowered ap- 
proximately one inch and the height 
of the breath-shield approximately 
four to six inches, to put the tray- 
slide at a height that is practical for 
the server and for the patient. 

The Kentucky State Department ol 
Mental Health now has two cafeteria 
lines with tray-slides of this type. In 
both cases the service is excellent. All 
future cafeterias planned by this de- 
partment will use this design. 

FRANK M. GAINES, M.D. 
Commissioner 
Ky. Dept. Mental Health 
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